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Bill 52 as the backdrop to examine the often neglected stories of disputes arising between families and healthcare providers, and the communication strategies, negotiation and mediation processes which result amidst an often stressful, costly, and time-consuming ordeal. I review a number of conflict resolution processes, but my analysis focuses on Ontario's Consent and Capacity Board. I also highlight the importance of empathy and cultural understanding, as well as the challenges of cross-cultural conflict, including sensitivities toward Canada's Aboriginal peoples.
It is important to recognize the fundamental distinctions between euthanasia, assisted suicide, and physician-assisted suicide. Euthanasia is defined as "the deliberate act undertaken by one person with the intention of ending the life of another person in order to relieve that person's suffering where the act is the cause of death". 6 Physician-assisted suicide is closely related to assisted suicide, and both of these terms refer to "intentionally, knowingly, and directly providing the means of death to another person so that the person can use that means to commit suicide." 7 An example of physician-assisted suicide would be a prescription for an intentional drug overdose. With assisted suicide, patients themselves perform the last act before death, whereas the last act rests with the patient's physician in the case of euthanasia. 8 The category of "natural death" has historically caused confusion. In this scenario, physicians and healthcare providers withdraw or withhold treatment where it would be ineffective or death is deemed inevitable. A Library of Parliament research publication entitled Euthanasia and Assisted Suicide in Canada 9 6 Institute of Marriage and Family Canada, "Euthanasia and Assisted Suicide Terminology" online: Institute of Marriage and Family Canada <http://www.imfcanada.org/fact-sheet/euthanasia-and-assisted-suicideterminology> [Marriage and Family Canada]. 7 Marriage and Family Canada, supra note 6. 8 
Ibid.
9 Martha Butler & Marlisa Tiedemann, "Background Paper: Euthanasia and Assisted Suicide in Canada" online: Library of Parliament <http://www.parl.gc.ca/Content/LOP/ResearchPublications/2010-68-e.pdf> at 11 [Butler] .
spoke to this issue in discussing the 1992 case of Nancy B. 10 The Québec Superior Court ruled that a patient had the right to instruct a doctor to remove a respirator if they were a "competent, adult patient suffering from an incurable disease." 11 In this case, Justice Dufour concurred, noting the patient's disease was seen to have taken its "natural course," and thus the case fell outside the scope of euthanasia or physician-assisted suicide. 12 Although euthanasia is sometimes referred to as "medical aid in dying" (MAID) or "death with dignity", until recently in Canada criminal liability rested on physicians or other healthcare providers who administered legal injections or assisted in a patient's death through similar means, even at the patient's request. Suicide itself is not a Criminal Code 13 offence in Canada. 14 However, other sections of the Criminal Code criminalized euthanasia. Section 14 of the Criminal Code stated: "No person is entitled to consent to have death inflicted on him, and such consent does not affect the criminal responsibility of any person by whom death may be inflicted on the person by whom consent is given". Section 241 prohibited counseling or aiding suicide, and stated: "Every one who: (a) counsels a person to commit suicide, or (b) aids or abets a person to commit suicide, whether suicide ensues or not, is guilty of an indictable offence and liable to imprisonment for a term not exceeding fourteen years."
In Canada, prior to Carter, numerous high profile, landmark cases challenged Canada's end-of-life care restrictions and criminalization. from "cruel and unusual punishment") and 15 (equality rights) of the Charter. 20 The case made its way to the Supreme Court of Canada. 21 The Supreme Court rendered a 5-4 decision on September 30, 1993, dismissing Rodriguez' appeal, and upheld the status quo by prohibiting physician-assisted suicide. In 1994, Ms. Rodriguez ended her own life with the assistance of an unknown physician. 22 The high-profile case raised many ethical and constitutional dilemmas, which were not unique to Ms. Rodriguez's case or Bill 52 which passed the Québec National Assembly, but the issue has certainly received renewed national attention. 23 The Supreme Court of Canada released the historic decision in Carter v Canada 24 on February 6, 2015. A British Columbia couple's lawsuit originally was filed in 2011 with the assistance of the BC Civil Liberties Association (BCCLA). The original plaintiffs, Lee Carter and Hollis Johnson, sued the government on behalf of their relative, Kay Carter, who travelled to a Switzerland clinic in 2010 to die by choice, after she was denied physician-assisted suicide in Canada. Gloria Taylor, a woman with ALS who later joined the plaintiffs in their case, died in 2012.
The British Columbia Supreme Court overturned the assisted-suicide law, a decision later challenged by the Canadian government. 26 The British Columbia Court of Appeal allowed the appeal in a 2-1 decision. 27 The Supreme Court of Canada granted leave to appeal in the case on January 16, 2014. 28 At the time, Grace Pastine, litigation director with the BCCLA, stated: "There are few rights more fundamental, or more deeply personal, than the right to determine how much suffering to endure and whether to seek a doctor ' Canadians today are living longer; in fact, between 1997 and 2007, the average life expectancy of Canadians rose 2.3 years, to 85 years at birth. 43 Those 65 years and older make up the fastest growing part of the Canadian population. 44 Dying from chronic diseases tends to occur more often in healthcare and institutional facilities, although Canadians prefer to die at home if given the option. 45 According to Statistics Canada, 69% of Canadians die in a hospital, and 31% die elsewhere. 46 These figures emphasize the importance of healthcare providers in assisting patients and their families in important end-of-life decisionmaking. A 2010 Angus Reid poll conducted with 1,003 Canadians yielded 67% respondents in favour of legalizing voluntary euthanasia and 76% believed legalization would improve guidelines for physicians involved in end-of-life decisions. 47 The legal status of (a) withholding and withdrawing potentially lifesustaining treatment is understood, as is the legal status of (b) voluntary euthanasia and (c) assisted suicide. However, the ethics of these practices, particularly options (b) and (c), are less certain and notoriously controversial. . 44 Ibid at 4(a) ("Demographic Transition in Canada: a. Aging"). 45 Ibid at 2(b) ("Canadian Experience at the End of Life: Location of Death"). 46 Ibid. 47 Ibid at 17. 48 Ibid at 28-29.
It is clear the legislative, legal, ethical, and public policy debates surrounding euthanasia and physician-assisted suicide will continue in the province of Québec, the rest of Canada, and beyond, but the focus of this paper will now shift to the conflicts arising between (a) patients and physicians, and (b) families and healthcare providers, with an emphasis on the latter. As stated earlier, end-of-life decisions unleash "inevitable conflict," given the complex family dynamics, cultural differences, and varying beliefs involved in these discussions. 49 The rest of this paper considers issues that may arise in these circumstances and potential models for dispute resolution.
It is estimated that serious conflicts arise in 2-5% of end-of-life encounters, but even these relatively few situations pose significant challenges for patients, their families, and the healthcare system. 50 Conflicts can be time-consuming and stressful, can be financially burdensome to families, can impact hospital and other medical resources, and can result in either lack of treatment or overtreatment for patients. 51 The Ian Anderson Continuing Education Program in End-of-Life Care outlines the main causes of end-of-life conflict, including: differences in meaning and quality of life; conflicting perspectives on choices, including social class, education, and culture; as well as confusion about individual and healthcare providers' rights to make decisions. 52 Additionally, end-of-life decisions may not allow the opportunity for reflection, as decisions may be made hastily and involve high stakes for patients and their families. Finding common ground, or a shared purpose, can often be an effective strategy, as it enables each disputant to establish shared goals and create open dialogue.
One potential area for conflict, as noted above, involves the decisionmaking philosophies and values of the involved parties. Rights-based decisionmaking is a Western-centric philosophy, compared to the more communal and consensus-based decision-making found in other cultures. 53 Patients' rights include discussions with physicians about the termination of treatment in situations where life improvement may be unlikely or impossible. 54 If a patient decides to stop treatment, after reflecting upon the medical advice or prognosis, healthcare professionals must accept the patient's wishes. 55 This decision is more straightforward, and seemingly less controversial, than the debate surrounding euthanasia and physician-assisted suicide, which poses more stringent limitations on physicians' professional autonomy. However, conflicts could arise from physicians' conscientious objections to certain procedures, placing frontline healthcare providers in direct opposition to patient demands. In Canada, assistance could be transferred to another healthcare professional to respect physicians' freedom of conscience and religion. 56 The Preamble of Bill C-14 briefly mentions conscientious objection rights for physicians involved in cases of physician-assisted death, noting "the Government of Canada has committed to develop non-legislative measures that would support the improvement of a full range of options for end-of-life care, respect the personal convictions of health care providers […] [emphasis added]. Carter also emphasized that "Charter rights of patients and physicians will need to be reconciled," and further, that "a physician's decision to participate in assisted dying is a matter of conscience and, in some cases, of religious belief" 57 in reference to similar physician rights articulated in the context of abortion in the Morgentaler 58 decision. 53 Ibid at 30. 54 Another potential area of conflict in end-of-life care arises where patients lack capacity to consent. The government's new assisted dying legislation does not apply where the patient is unwilling to provide consent (s 241.2(1)(e)) or lacks the capacity to consent. Individuals must be at least 18 years of age and "capable of making decisions with respect to their health" as stipulated in s 241.2(1)(b), while simultaneously fulfilling all other criteria prescribed under the eligibility for medical assistance in dying. 59 Determining capacity and ability to consent often relies on provincial and territorial medical body guidelines. As these guidelines and policies are more fully developed it will improve decision-making with respect to MAID for vulnerable persons, such as those suffering advanced Alzheimer's, dementia, and other cognitive-impairing medical conditions influencing patient capacity.
In circumstances other than MAID, the legislature in some provinces provides guidance for situations where patients are unable to consent. For example, in Ontario, the Health Care Consent Act (HCCA) 60 provides rules for treatment to ensure consistency in all healthcare settings with respect to consent issues. Section 1(e) is particularly relevant to disputes between families and healthcare practitioners. The Act's purpose is to "ensure a significant role for supportive family members when a person lacks the capacity to make a decision about a treatment, admission to a care facility or a personal assistance service." 61
In October 2013, a 5-2 decision of the Supreme Court of Canada ruled that doctors could not unilaterally end life support services for Mr. Hassan Rasouli, 62 an Ontario patient residing at Sunnybrook Hospital in Toronto, who had been in a comatose state since 2010. 63 There is much disagreement surrounding unilateral decision-making in academic literature. 64 The top court instructed physicians to seek permission from the man's family, or permission from the Ontario Consent and Capacity Board, 65 regulated by Part V (sections 70-81) of Ontario's HCCA.
Justices Andromache Karakatsanis (writing for the minority) expressed strong, dissenting opinions in Rasouli, noting:
[168] In my view, the common law does not entitle a patient to insist upon continuation of treatment; it does not require a patient's consent to the withholding or withdrawal of treatment that the physician considers has no chance of being medically effective and that is no longer consistent with the professional standard of care. For the reasons that follow, I conclude that such consent is not required at common law, even in the context of withholding or withdrawal of life support. I note that rights pursuant to the Canadian Charter of Rights and Freedoms have not been raised or argued in this appeal. 66 Karakatsanis J argues that a physician cannot be "required to act outside of his standard of care and contrary to his professional duties." 67 The dissenting opinion emphasizes the sometimes deep divide between family or substitute decision-makers' wishes and a physicians' claim to providing professional standards of care. Karakatsanis J highlights that physicians' rights to refuse treatment are well documented in the common law, but the same cannot be said for the insistence of medical treatment by patients or substitute decisionmakers. 68 The rights of substitute decision-makers exist by virtue of legislation and are limited by the scope of these enactments. 66 Rasouli, supra note 62, at para 168. 67 Ibid at para 169. 68 Ibid at para 173. authority between families and physicians in other jurisdictions unanswered. Chief Justice MacLachlin, writing for the majority, stated:
It is important to note that the Supreme Court's decision in
[3] The appellant physicians in this case take the position that the HCCA does not apply because consent is not required for withdrawal of life support that does not provide any medical benefit to the patient. The courts below rejected that contention, as would I. It follows that the appeal should be dismissed. Where a substitute decision-maker does not consent to the withdrawal of life support, the physicians' remedy is an application to the Board [emphasis added]. 69 The Consent and Capacity Board MacLachlin CJ references is one example of a dispute resolution process available to families and healthcare professionals. However, the Board's decision is not final and can be reviewed in court. 70 In other provincial and territorial jurisdictions, in the absence of statutes such as the HCCA, it is unclear who has the authority to withdraw life-sustaining treatment or support. As well, although Québec, British Columbia, Manitoba, Prince Edward Island, and the Yukon have legislation similar to the HCCA, they have no Consent and Capacity Board. One consequence of these differing regimes is that Ontario's specialized Board may lessen the likelihood these cases reach court, which is the only avenue for medical intervention decision-making in other Canadian jurisdictions.
The Consent and Capacity Board in Ontario is an excellent example of a dispute resolution process that assists in cases of contention between families and healthcare providers. The process moves quickly: within seven days of receiving written application, the Board's hearing begins (s 75(2)), unless the application is submitted under Section 39(2) of the Mental Health Act, 71 which requires a hearing to begin within 30 days. 72 One day following the end of the hearing, a decision is released (s 75(3)). Reasons for the decision can be requested by the parties within 30 days, to which a reply will be granted within four business days (s 75(4)(a)(b)). A transparency measure is built into the Board's dispute resolution process to 69 Rasouli, supra note 62 at para 3. 70 HCCA, supra note 60, s 80(1): "A party to a proceeding before the Board may appeal the Board's decision to the Superior Court of Justice on a question of law or fact or both." 71 Mental Health Act, RSO 1990, c M-7, s 39(1). 72 HCCA, supra note 60, s 75(2). ensure the parties are given notice of their right to request reasons (s 75(5)). Section 18(1) of the Statutory Powers and Procedure Act enables the tribunal to enact its own rules, such as the Board's decision to widen the methods permitted to send decisions and reasons to parties of the dispute (s 75(6)(c)). 73 The advantages of the Board are significant: the process moves quickly, the Board's members are appointed by the Lieutenant Governor in Council (s 70(2)) on the basis of specialized expertise, the chair of the Board may require specific qualifications for a member to examine an application on his or her own (s 71(3)), and reasons can be made available to both parties upon request (s 75(4)). There is also a built-in appeals mechanism (s 80(1)) where a party can appeal the Board's decision to Ontario's Superior Court of Justice "on a question of law or fact or both." 74 The appeal must be made within seven days of the Board's decision (s 80(2)). On appeal, the court holds significant power, including the right to "substitute its opinion for that of a health practitioner, an evaluator, a substitute decision-maker, or the Board" (s 10(b)) [emphasis added].
Overall, physicians and families appear to be pleased with the accessibility of applications ("Form G") to the Consent and Capacity Board. Timely decisions minimized patient harm. 75 The process was described as "patient centered, process oriented, orderly and efficient." 76 The most common reasons for applications to the Board included impasse with family, aggressive treatment not in the best interest of the patient (or treatment which would result in further harm to the patient), moral distress, or substitute decision-makers acting in their own interests ( Over 33% of the 12 physician respondent cases surveyed 78 involved appeals following the Board's decision, and although the process exhausted much "moral energy," all but one physician would recommend the Board's process to colleagues. 79 Delays due to the appeal process (s 80(2)) raised concerns of the appeal option's ineffective response to intensive-care unit (ICU) patients; nevertheless, physicians acknowledged numerous advantages, including: the authoritative decision of the Board; the perception of the Board as a neutral third party and a forum for diverse interests to be heard; and the addition of a voice, or advocate, for the patient (Table 3) . 80 Now that I have reviewed the operation of Ontario's Consent and Capacity Board, I will move to a discussion of other ADR processes facilitating end-of-life disputes between families and healthcare providers, many of which are less formal than the Ontario model. These processes are often included, in some form, in the Ontario model, but they can also operate effectively on their own. This section of the paper briefly introduces the variety of strategies that can be used before resorting to more formal processes, such as Ontario's Board model or the courts. A search for alternatives can lead to better decision-making in end-of-life care overall, as the process becomes less adversarial. Generally, the legal system is moving toward more ADR (e.g., in family law) in an effort to expedite files, reduce administrative burden and court backlogs, and alleviate costs. For instance, a 1996 Ontario Civil Justice Review Report recommended province-wide, mandatory case management, proposed early mandatory ADR and, shortly thereafter, initiated pilot projects in Toronto, Ottawa, and Essex. These recommendations and the proliferation of ADR methods have important implications for other areas of the law, including MAID, the topic explored in this article.
Negotiation in any context is complicated, yet it is important to build alternative dispute resolution processes into clinical practice, including end-of-life care. Effective patient advocacy begins with acknowledging others and reflecting upon one's ethical principles. Sensitive medical situations require acute selfawareness from medical personnel, and an ability to speak with others at multiple levels. 81 Bohm and Edwards write: "fragmentation consists of false division, making a division where there is a tight connection and seeing separateness where there is wholeness. Fragmentation is the hidden source of the social, political, and environmental crises facing the world." 82 This statement reveals a fundamental principle of negotiation in a legal setting: finding common ground is an important starting point. Legal intervention is a likely reaction or result where patients, their families, and their caregivers fail to acknowledge common ground and shared goals. Debra Gerardi, an expert in the field of healthcare collaboration and conflict resolution, emphasizes that collaboration requires time and commitment: "in return for that investment we gain understanding, build trust, discover common purpose, and expand possibility." 83 Interest-based negotiation is the most practical negotiation approach in endof-life care disputes. Rights-based negotiation is possible through legal channels if negotiations between two parties fail (e.g., family members and healthcare providers), but an interest-based approach shifts the focus from positions to interests. 84 Creative options are made possible by embracing dialogue, which prevents deadlock. 85 Too often, in contentious end-of-life disputes between substitute decision-makers and physicians, the involved parties use rights-based and power-based discourses. These latter tactics commonly result in litigation. Assertive demands, even threats, are the primary forms of communication. Experts advise against this approach given the need to engage in joint problem solving and cooperative decision-making that will benefit patient needs. 86 Negotiation also involves speaking clearly and precisely, ensuring what is conveyed to another party is perceived accurately, continuously reframing positions as interests, and separating the people from the problem. Effective negotiation is challenging, requiring patience and practice.
Mediation is similar to negotiation except that the parties involved in the dispute are assisted or facilitated by a third party. The mediation is voluntary, conducted in private, and the mediator normally does not have power to render a decision nor should they have an interest in the decision being made. The mediator contributes actively by designing the process, reframing interests, asking open-ended questions, and encouraging the parties to think innovatively and creatively, while allowing the two sides to be the ultimate "architects of the solution." 87 At least one U.S. state currently allows ethics committees to adjudicate medical disputes between families and physicians, but the vast majority of cases in the U.S. and Canada are resolved through more traditional alternative dispute resolution processes. 88 In today's healthcare context, the main challenge, even in cases of medical malpractice, is the lack of physician participation. Although medical errors are reduced and litigation costs curbed through mediation, a 2010 study of 31 mediation cases from 11 nonprofit hospitals in New York City reported zero participation by physicians in the medical disputes studied. 89 The absence of physicians meant missed opportunities to "repair the relationship between human 86 Ibid at 6-8. 87 Ibid at 23-25. 88 beings" (the patient, or their family, and the physician). 90 The most powerful theme from the study is the potential for mediation to improve patient safety "in a way litigation cannot." 91 Most mediations between families and physicians in Canada do not involve legal counsel, making the involvement of physicians easier to facilitate than it would be in the distinct culture of hyper-litigious medical practice in the United States.
In fact, a policy statement published by the College of Physicians and Surgeons of Ontario (the College) entitled Decision-making for the End of Life encourages physicians to offer consenting patients or substitute decision-makers access to mediation, as well as arbitration or adjudication processes, if available in the physician's facility. 92 The document's purpose is to assist physicians providing care to patients at the end-of-life and to "lessen conflict and distress." 93 Patients or their families are often offered other support services, including onsite social workers, pastoral services, and palliative care resources. 94 Professionals note these discussions in the patient's health file for accountability. Following mediation, or a similar process, it is possible the patient or family will insist on a particular treatment; in this case, a physician who feels treatment would not be in the best interest of the patient is permitted to transfer care to another healthcare provider or facility, so long as the physician complies with the College's policy on "Ending the Physician-Patient Relationship". 95 Other complex mediation scenarios include situations involving minors or children suffering incurable disease, although these discussions are complex and unique, and are outside the scope of the current analysis. Canadian courts are already inundated with a backlog of litigation in a variety of areas, including family law and medico-legal issues. Provincial and territorial implementation of formal ADR mechanisms in the context of MAID may prove effective in avoiding lengthy and costly court battles for end-of-life patient requests. As stated earlier in the article, Ontario remains the only province or territory with a formal adjudicating process for medical matters involving a patient's lack of capacity to consent. Adopting this type of model, along with other ADR processes, will prove helpful in other jurisdictions. Providing mediation, negotiation, and other services to patients and their families will not reduce the need to reference Carter entirely, but it will sharply reduce the system's reliance on court-adjudicated disputes. In the future, the current law on MAID could be amended to include emphasis on efforts to engage patients and families in ADR practices, and to encourage provincial and territorial medical bodies to develop comprehensive policies and strategies relating to same.
considerations, regardless of the dispute resolution process employed in end-oflife care disputes between families and healthcare providers.
Different cultures have different views on discussing death. For instance, in Chinese culture, studies have shown that discussions about death and dying are more frequently avoided, as many claim it is "unwise to make predictions about one's future." 100 Another example stems from a Health Canada-sponsored study of South-Asian Canadians, where many respondents felt their terminal illness was "God's wish." 101 Of course, these studies are not necessarily entirely representative of this culture's beliefs, but they exemplify the diverse cultural considerations at play.
In a Western-dominant cultural landscape, it is an ongoing challenge for Canadian healthcare systems to implement cross-cultural understandings of endof-life in discussions of death and dying with patients and their families. 102 For example, Aboriginal people in Canada hold different cultural beliefs about life and death than other Canadians. In addition, many Aboriginal people have been historically disadvantaged and marginalized, both in society at large and by the medical system itself. Truth-telling about one's health is sometimes viewed as bad for one's well-being, and many Aboriginal peoples would prefer to die on reserve to inner-city hospital facilities. 103 One study interviewed 44 Aboriginal residents, community elders and religious leaders, physicians and nurses in Manitoba; nearly all would prefer to die on reserve, at their homes, with family. 104 Another study identified a lack of palliative care services in remote communities as a serious problem in northern Manitoba and other jurisdictions outside Canada. 105 Interestingly, the background paper on Euthanasia and Assisted Suicide authored by the Library of Parliament makes no mention of cultural differences in legally disputed medical decision-making. 106 This omission is problematic and must be addressed going forward.
There is ample literature on the importance of developing ADR mechanisms in a culturally sensitive manner, particularly with respect to Aboriginal peoples. A 2007 report prepared for the Canadian Human Rights Commission, entitled "Alternative Dispute Resolution (ADR) in Aboriginal Contexts: A Critical Review" 107 highlighted the contrast between Western modes of ADR (such as negotiation, mediation, arbitration, and conciliation) and Indigenous modes of ADR (including the "rejuvenation and reclamation of ways in which disputes may be resolved according to the culture and custom of the Indigenous party involved"). 108 The report notes that ADR methods in the Indigenous context must include understandings of colonialism and its effects. The indigenous ADR processes themselves are also not easily categorized as those of the Western paradigm. However, a combination of both modes can be, and is often, utilized. 109 Challenges with ADR processes in the Aboriginal context include language barriers, cultural difference, and power imbalances. 110 On the issue of power imbalances, the author notes that "as long as Aboriginal forums are restrained by laws not of their own, or are given jurisdiction by an authority other than their own, or are seen as being delegated by or 'alternative' to, then these forums are simply another way of maintaining Aboriginal dependence and power imbalances firmly rooted in colonial legacy." 111 Thus, any discussion which aims to promote reconciliation with Aboriginal peoples must recognize and adapt to these dynamics.
End-of-life decision-making between families and healthcare providers is difficult in any circumstances, and increasingly complex when discussing euthanasia and physician-assisted suicide more broadly. Incapacitated individuals who rely on substitute decision-makers to make life-and-death decisions in their best interest further complicate the decision to withdraw treatment from patients, thus enabling "natural death." An examination of the Consent and Capacity Board of Ontario shows that some systemic challenges remain; for example, ICU patients may suffer from long delays in decision-making due to ongoing litigation through the internal appeals mechanism within the HCCA. 112 However, the overall reaction to the Board has been positive. In reflecting on the Board's usefulness, doctors have stated "from an ethical or professional point of view, it would have been wrong to take no action" 113 and noted fewer family arguments resulted because the process gave a "voice to the patient's needs; advocating for their welfare so they can die peacefully and comfortably rather than slowly and with suffering." 114 Negotiation and mediation dispute mechanisms are also available to families and physicians outside the Board process. In all cases, differences in culture, ethnicity, religion, spiritual beliefs and understanding place enormous strain on all parties, highlighting the sensitive nature of end-of-life decision-making in a diverse cultural environment such as Canada.
Moving forward, all levels of government in Canada must place an increased emphasis on ensuring that hospitals and healthcare facilities have mediation and negotiation staff expertise, with the capacity and responsibility to effectively provide legal, ethical, and medical advice to healthcare providers and patient's families. Too often the social service needs of the most vulnerable members of our communities, including those at the end of their lives, do not accompany the standard medical services provided to patients. Shortfalls place enormous burdens on patients' families, causing undue hardship in an already agonizing and sometimes debilitating process. These shortcomings also have significant moral and ethical implications. The gap between social and legal services and top quality medical care must be narrowed if the Canadian healthcare system is to thrive and operate efficiently in contemporary society. In fact, the highest standard of medical care for twenty-first century aging Canadians may be impossible without accessible social and medical conflict resolution strategies and resources. We must ensure there is nothing contentious about that.
